MOUNTAIN-PACIFIC QUALITY HEALTH FOUNDATION
Request for Drug Prior Authorization

Sanitter:DPWsjcien I:lpharmcy

Please Typeor Print

PATIENT NAME (Last) (First) (Initial) PATIENT MEDICAID 1.D. DATE OF BIRTH

NUMBER

MONTH | DAY YEAR
PHYSICIAN PROVIDER # PHYSICIAN PHONE# | DATESCOVERED BY THISREQUEST
FROM TO

PHYSICIAN NAME MONTH | DAY | YEAR MONTH | DAY YEAR
PHYSICIAN STREET ADDRESS MAIL, FAX OR PHONE COMPLETED FORM TO:
PHYSICIAN CITY STATE  ZIP

DRUG PRIOR AUTHORIZATION UNIT
PHARMACY PROVIDER NO. PHARMACY PHONE # MOUNTAIN-PACIFIC QUALITY HEALTH

PHARMACY NAME

PHARMACY STREET ADDRESS

PHARMACY CITY STATE ZIP

3404 COONEY DRIVE
HELENA, MT 59602

(406) 443-6002 or 1-800-395-7961 (PHONE)
(406) 443-7014 or 1-800-294-1350 (FAX)

DRUG TO BE AUTHORIZED

DRUG NAME

STRENGTH DIRECTIONS

DIAGNOSIS OR CONDITION TREATED BY THISDRUG

LEAVE BLANK - PA UNIT USE ONLY

REASON FOR DENIAL OF DRUG PRIOR AUTHORIZATION

IMPORTANT NOTE: In evaluating requestsfor prior authorization, the consultant will consider the drug from the standpoint of published criteriaonly. If the gpprova of
the request isgranted, this does not indicate that the recipient continuesto be digible for Medicaid. 1t isthe responsbility of the provider of service to establish by inspection
of the recipient’sMedicaid digibility card and if necessary, by contact with Consultec to determineif the recipient continuesto be digiblefor Medicaid.

CURRENT RECIPIENT ELIGIBILITY MAY BE VERIFIED BY CALLING CONSULTEC AT 1-800-624-3958 or 406-442-1837.

APPROVAL OR DENIAL AUTH
DENIAL STATUS CODE THERAPEUTIC CLASS D

DATE OF REQUEST PRIOR AUTHORIZATION NUMBER




